
ü, _________________________________________________________________________,
Á‡fl‚Îfl˛, ˜ÚÓ ÒÂÏÂÈÌ‡fl „ÛÔÔ‡

■■ ä‡ÚÓ˜Í‡ ˝ÎÂÍÚÓÌÌ˚ı ‡Ò˜ÂÚÓ‚ (EBT) ÌÂ ·˚Î‡ ÔÓÎÛ˜ÂÌ‡ ÔÓ ÔÓ˜ÚÂ ÔÓ
‡‰ÂÒÛ, ÛÍ‡Á‡ÌÌÓÏÛ ÌËÊÂ Ë Î¸„ÓÚ‡ÏË ÔÓÎ¸ÁÓ‚‡ÎËÒ¸ ÎËˆ‡, ÌÂ ËÏÂ˛˘ËÂ Ì‡ ÚÓ
Ô‡‚Ó:

■■ Å˚ÎÓ ÒÓÓ·˘ÂÌÓ ÓÍÛ„Û ËÎË ÔÓ ÚÂÎÂÙÓÌÌÓÈ ÎËÌËË ÔÓÏÓ˘Ë, ˜ÚÓ
Í‡ÚÓ˜Í‡ EBT ·˚Î‡ ÔÓÚÂflÌ‡/ÛÍ‡‰ÂÌ‡ Ë ÓÍÛ„ ËÎË ÚÂÎÂÙÓÌÌ‡fl ÎËÌËfl
ÔÓÏÓ˘Ë ÌÂ ‡ÌÌÛÎËÓ‚‡Î‡ Í‡ÚÓ˜ÍÛ Ë Î¸„ÓÚ‡ÏË ‚ÓÒÔÓÎ¸ÁÓ‚‡ÎËÒ¸ ÎËˆ‡,
ÌÂ ËÏÂ˛˘ËÂ Ì‡ ÚÓ Ô‡‚Ó.
ëÓÓ·˘ÂÌÓ ______________________ ‚ _______________ 

ÍÓÏÛ: __________________________________________________________

■■ èÓ‰ÛÍÚ˚ ·˚ÎË ÛÌË˜ÚÓÊÂÌ˚ ‚ Ò‚flÁË Ò ÌÂÒ˜‡ÒÚÌ˚Ï ÒÎÛ˜‡ÂÏ ËÎË
·Â‰ÒÚ‚ËÂÏ. óÚÓ ÔÓËÁÓ¯ÎÓ Ë ÍÓ„‰‡: ______________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

ü Á‡fl‚Îfl˛, ˜ÚÓ ‚˚¯ÂÛÍ‡Á‡ÌÌÓÂ Á‡fl‚ÎÂÌËÂ ËÒÚËÌÌÓ Ë ‰ÓÒÚÓ‚ÂÌÓ, Ì‡ÒÍÓÎ¸ÍÓ ÏÌÂ
ËÁ‚ÂÒÚÌÓ. ü Ú‡ÍÊÂ ÔÓÌËÏ‡˛, ˜ÚÓ ÂÒÎË fl ÌÂ ÒÓÓ·˘Û ‚ÒÂ Ù‡ÍÚ˚ ËÎË ÔÂ‰ÓÒÚ‡‚Î˛
ÎÓÊÌ˚Â Ù‡ÍÚ˚, ÏÂÌfl ÏÓ„ÛÚ ÎË¯ËÚ¸ Ô‡‚‡ Ì‡ ÔÓÏÓ˘¸ ÔÓ ÔÓ„‡ÏÏÂ Ú‡ÎÓÌÓ‚ Ì‡
ÔËÚ‡ÌËÂ, Ó¯Ú‡ÙÓ‚‡Ú¸, Á‡ÍÎ˛˜ËÚ¸ ‚ Ú˛¸ÏÛ, ËÎË ‚ÒÂ ‚ÏÂÒÚÂ.

èÓ˜ÚÓ‚˚È ‡‰ÂÒ (ÌÓÏÂ ‰ÓÏ‡, ÛÎËˆ‡, ÔÓ˜ÚÓ‚˚È fl˘ËÍ)

_______________________________________________________
ÉÓÓ‰ òÚ‡Ú       èÓ˜ÚÓ‚˚È ËÌ‰ÂÍÒ

______________________________________________________________________

ÑÓÏ‡¯ÌËÈ ‡‰ÂÒ (ÖÒÎË ÓÚÎË˜‡ÂÚÒfl) (ÌÓÏÂ ‰ÓÏ‡, ÛÎËˆ‡)

______________________________________________________________________

ÉÓÓ‰ òÚ‡Ú       èÓ˜ÚÓ‚˚È ËÌ‰ÂÍÒ

_______________________________________________________

ÑÄíÄ

DATERECEIVED BY:

PPAARRTT CC  --  AACCKKNNOOWWLLEEGGEEMMEENNTT  OOFF  TTHHEE  RREECCEEIIPPTT  ((OOVVEERR  TTHHEE  CCOOUUNNTTEERR))

STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

ááÄÄüüÇÇããÖÖççààÖÖ  èèééÑÑ  èèêêààëëüüÉÉééââ//
êêÄÄááêêÖÖòòÖÖççààÖÖ  ççÄÄ  ááÄÄååÖÖôôÖÖççààÖÖ  ((DDFFAA  330033))
ààÌÌÒÒÚÚÛÛÍÍˆ̂ËËËË::  Ç ó‡ÒÚË Ä ÓÚÏÂÚ¸ÚÂ ‚ÒÂ Í‚‡‰‡ÚËÍË, ÓÚÌÓÒfl˘ËÂÒfl Í ‚‡Ï,
ÔÓ‰ÔË¯ËÚÂ Ë ‚ÂÌËÚÂ ˝ÚÛ ÙÓÏÛ ‚ ÚÂ˜ÂÌËÂ 10 ‰ÌÂÈ ÒÓ ‰Ìfl
ÒÓÓ·˘ÂÌËfl Ó ÔÓÚÂÂ, ËÌ‡˜Â Ï˚ ÌÂ ÒÏÓÊÂÏ ‚ÓÁÏÂÒÚËÚ¸ ÔÓÚÂ˛.

Case Name:
Case Number:
Worker:
Date DFA 303 Received:

CCOOUUNNTTYY  UUSSEE  OONNLLYY        ((ÑÑÎÎflfl  ÒÒÎÎÛÛÊÊÂÂ··ÌÌÓÓ„„ÓÓ  ÔÔÓÓÎÎ¸̧ÁÁÓÓ‚‚‡‡ÌÌËËflfl))

óóÄÄëëííúú  ÄÄ  --  ááÄÄüüÇÇããÖÖççààÖÖ  ëëÖÖååÖÖââççééââ  ÉÉêêììèèèèõõ

PPAARRTT  BB  --  RREEPPLLAACCEEMMEENNTT  BBEENNEEFFIITTSS

èéÑèàëú éíÇÖíëíÇÖççéÉé óãÖçÄ ëÖåÖâçéâ Éêìèèõ àãà ÖÖ
ìèéãçéåéóÖççéÉé èêÖÑëíÄÇàíÖãü (ÔÓÎÛ˜Ë‚¯Â„Ó Á‡ÏÂÌÛ Î¸„ÓÚ)

SIGNATURE (PERSON AUTHORIZING or DENYING REQUEST)

DFA 303 (RS) (3/05) REQUIRED FORM - SUBSTITUTES PERMITTED

DATE

☛

■■ APPROVED - EBT Replacement Date ___________________
■■ EBT: Authorized Replacement Amount $______________

■■ DENIED - Reason for Denial (Explain):
_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________

ÑÄíÄ ÇêÖåü

è‡‚ËÎ‡: èËÏÂÌÂÌ˚ ÒÎÂ‰Û˛˘ËÂ Ô‡‚ËÎ‡, Ò ÍÓÚÓ˚ÏË ‚˚
ÏÓÊÂÚÂ ÓÁÌ‡ÍÓÏËÚ¸Òfl ‚ ÓÚ‰ÂÎÂ ÒÓˆË‡Î¸ÌÓ„Ó Ó·ÂÒÔÂ˜ÂÌËfl
ÓÍÛ„‡: åêê 16-515.


